A recent survey of training in medical hypnosis in 33 medical schools and 18 dental schools in Britain (Scott 1978) showed that only two in each group provided some very limited official undergraduate training, and 3 of the medical schools but no dental schools provided some official postgraduate training. The teaching and development of the clinical use of hypnosis in this country has remained largely with the British Society of Medical and Dental Hypnosis and it was from this organization that the concept of a section within the Royal Society of Medicine was developed. To a large extent the Section of Medical & Dental Hypnosis has tended to redress the balance. Members of the Section are drawn from the entire fellowship of the Royal Society of Medicine and its regular monthly meetings constitute a valuable contribution to the treatment of disease.
Over 200 participants from all corners of the globe gathered at the Cavendish Conference Centre on 1 September 1982 to attend the first, appropriately titled, 'Symposium on Psychological Influences and Illness: Hypnosis and Medicine'. The symposium was limited to four areas in which hypnosis could be shown to play an important part: (1) the control of pain; (2) hypnosis in sexual problems and obstetrics; (3) tension states and muscle spasm; and (4) the place of hypnosis in psychiatric practice.
Ernest Hilgard, Professor of Psychology at Stanford University, opened the meeting with a talk on 'Experimental aspects of pain control through hypnosis'. He reviewed studies carried out with experimentally-produced pain on healthy volunteers and the clinical effects of hypnosis used on children suffering pain associated with the treatment of cancer. The measurement of felt pain in the controlled laboratory setting was by the cold pressor response using temperature-controlled circulating water, and in further studies pain was produced by muscular ischaemia caused by a tourniquet around the upper arm. Both the physical concomitants and the subjectively reported pain were studied and hypnotic responsiveness was measured using the Stanford University Susceptibility Scale of Weitzenhoffer & Hilgard (1959) 'Report of a symposium held by the Section of Medical with a similar modified scale devised by Morgan & Hilgard (1979) for the children. The clinical study focused on pain associated with bone marrow aspiration in the treatment of children suffering from leukaemia. The results showed that highly hypnotizable subjects gave a success rate of 78% for reduction of pain and this agreed with the experimental findings in the non-patient group.
In the second paper on the 'Clinical applications of pain control through hypnosis', Basil Finer, Associate Professor of Anaesthesiology at Uppsala University, demonstrated that factual scientific studies can be combined with that great and very necessarybut unfortunately not too frequenttherapeutic attribute known as empathy. Clearly understanding the needs and the problems of patients suffering from chronic pain, he described the concept of pain and the ongoing crises through suffering to depression and suicide as a possible end result. How the trusting relationship resulting from the use of hypnotherapy can restore the hope, relieve the anxiety and reduce the suffering of the patient by a variety of techniques is a lesson for any physician in whatever discipline. Nor did he forget the possibility of gain through illness as one of the important factors inhibiting recovery, and he expertly described how this problem and other complications should be worked through during the therapeutic session.
Although hypnosis has been used for nearly two centuries for the relief of pain, there is as yet no valid explanation of how this is achieved. James Esdaile, a Scottish surgeon working in Calcutta, reported on numerous major operations performed painlessly under the 'mesmeric influence' only. Many of these cases are recorded in copies of the Zoist, a journal which made a brief appearance in the 1840s, originals of which are to be found in the archives of the Royal Society of Medicine.
Hilgard reminded us that there is no specific pain centre in the brain to which the activity could be assigned. He refuted the suggestion that changed sensitivity may be a placebo response and quoted Chapman & Feather (1973) who showed that pain could in fact increase whilst anxiety was being reduced.
Orne (1965) has noted that from a clinical point of view there is no question that in suitable subjects hypnosis can induce a suitable degree of anaesthesia which will completely block the subjective appreciation of pain. Barber et al.
(1974) offered a cognitive behavioural theory of the hypnotic phenomenon and Chaves & Barber (1976) reminded us that most internal tissues and organs do not record pain when incised. Beecher (1959) showed that the more anxious the individual the more intense is the pain reported. If, however, the major effect of hypnotic induction procedures in surgery is simply the reduction of fear and anxiety, it is difficult to perceive how amputations and other major operations could be performed by this method. Other workers have suggested that pain reduction through hypnosis may be endorphin-mediated but this hypothesis can no longer be supported (Finer 1982) . The real question as to how hypnosis works in reducing the awareness of pain remains unanswered.
In the second session, Philip Oystragh of the University of New South Wales, speaking on 'Hypnosis in sexual problems', showed how many difficulties may be corrected by employing a wide range of techniques. These include dynamic and behavioural methods with selective amnesia and the use of posthypnotic suggestion. Discussing frankly and expertly the physiology of sexuality, his methods are based on the concept that there is no such thing as an uninvolved partner. He emphasized the value of hypnotic intervention to 'break the nexus of anxiety-based performance', and a series of fascinating case histories supported his views.
In the same session Karl Fuchs of the Department of Obstetrics and Gynaecology of the Rambam Medical Centre in Israel discussed the 'Treatment of hyperemesis gravidarum by hypnosis', having introduced the use of hypnosis in previous cases where conventional treatment had failed (Fuchs et al. 1963 (Fuchs et al. , 1967 . He presented the results of a clinical trial of the treatment by hypnosis of 138 women suffering from severe vomiting in the first trimester of pregnancy. Of these, 87 were treated in groups and 51 received individual therapy. It was found that in those treated in groups the response was better and hospitalization was unnecessary as the patients felt safer, less lonely and had a common motivation for cure. He reviewed various other methods of treatment, discussed the emotional aetiology of hyperemesis gravidarum and showed that the recognition of the psychogenic origin of this condition accounted for the excellent results achieved. Any sort of dynamically-orientated insight psychotherapy was avoided and once again treatment was directed towards the understanding and the reduction of anxiety of the subject.
Both of these papers clearly demonstrated how the overwhelming problem of anxiety can influence human sexuality and childbirth. In the hypnotic state a considerable reduction of the level of anxiety may be achieved and more acceptable responses can be relearned.
The first part of the afternoon session was devoted to the treatment of tension states and muscle spasm. Claud Lum, Emeritus Consultant in Chest Medicine at Papworth and Addenbrooke's Hospitals, Cambridge, presented some highly original ideas on 'Physiological changes during hypnosis'. Respiration, heart rate, skin resistance level and patient self-rating in the trance state were measured in 11 subjects. He found a remarkable similarity in the pattern of results obtained. The electrocardiogram showed no consistent variation in rate, the skin resistance level increased as trance deepened, and self-rating appeared 'wildly capricious'. The most important and original observations were in the slowing and deepening of respiration during the course of the trance. Subsequent monitoring showed that this produced a lowering of arterial Pco2 which was maintained and often further lowered whilst emerging from the trance. The result was a fluctuating hypocarbia which, he showed, caused a lowering of higher cortical and critical activity, paraesthesia and altered body perception and eventually numbness and anaesthesia. Additionally, the action of the carbon dioxide molecule on the cells of the reticular formation in the brain stem which project into the limbic system, engendered emotional calm and locked the attention of the subject to the therapist. Thus he demonstrated a sound physiological basis for many of the phenomena of the hypnotic state.
Philip Snaith, of the Department of Psychiatry of the University of Leeds, spoke on 'The detection and management of anxiety in medical clinics', once again emphasizing the necessity for empathy and rapport in psychiatric treatment more than in any other area of therapy. As a time-saving instrument, he discussed various patient self-assessment questionnaires, adapted from similar methods used in research. A series of scales were devised, the first being the Wakefield Self-Assessment of Depression Inventory (Snaith et al. 1971 ). An improvement on this was the Irritability-Depression-Anxiety Scale (Snaith et al. 1978) . This took into account the well-known problem of masked depression. There followed the Hospital Anxiety and Depression Scale (Zigmond and Snaith 1983) which was designed chiefly to distinguish between anxiety and depression coinciding with physical disease. The HAD Scale would have great potential for the busy general practitioner as well as in the hospital outpatient clinic since the failure to recognize depressive or anxiety states may result in failure of treatment of the presenting physical condition, whilst the converse is also true. He showed that since psychotropic medication is not always Journal of the Royal Society oJ Medicine Volume 77 September 1984 801 indicated or desirable, hypnosis may be used to great advantage for anxiety management. Hypnosis, self-hypnosis and group hypnosis were all discussed with their special application in panic disorders and anxiety.
In the final session on the place of hypnosis in psychiatric practice, Professor Fred Frankel of the Beth Israel Hospital and Harvard Medical School, and President of the International Society of Hypnosis, reviewed the use of 'Hypnosis as an aid to psychiatric diagnosis and treatment'. As one of the most experienced exponents of the technique, his message came through loud and clear: that the therapist should never use hypnosis on any patient suffering from a physical or psychiatric illness which he would not ordinarily understand and treat or know how to treat. 'To add hypnosis to the mix', he said 'would do little to lighten the load'. The effective use of hypnosis, he pointed out, is intimately linked with a working knowledge of the concepts and principles of psychotherapy. As well as competence in the latter, an understanding of psychodynamics and the relevance of the transference and of repression is essential. He enumerated the clinical uses of hypnosis as follows: (1) For symptom reliefby the alleviation of discomfort and pain and the reduction of certainemotional factors. (He emphasized the dangers of its use in depression and psychosis until more was known of its use in these conditions.) (2) In the modification of habitsby the relief of anxiety, the production of imagery and desensitization. (3) For uncovering techniquespointing out that recall was not necessarily accurate. (4) For the relief of tension symptoms. He was particularly concerned with the hypnotic interaction on the transference and the therapist's understanding of how to recognize and handle this particular relationship.
The final paper on the 'Effect of hypnosis in the treatment context' was given by psychiatrist and psychologist Professor Martin Orne of the Institute of Pennsylvania Hospital and University of Pennsylvania. Following up the problems of the transference, he showed that there is something very different in the relationship when hypnosis is used. 'There is a change', he said, 'not only in the transference relationship, but also in the counter transference relationshiphypnosis increases both'. The therapist must play a role in treatment and help the patient to see the world through the therapist's eyes, but only after he, the therapist, has seen the world through the patient's eyes. The therapist should not-be a hypnotist but should be a physician, a psychiatrist or a psychologist who is using hypnosis only when it fits the problems of the patient.
The symposium had produced, both clinically and in laboratory findings, much evidence to confirm the beneficial effects of hypnotherapy. That there is a psychological condition known as hypnosis has been accepted for many years, but experimental studies must keep pace with clinical practice to produce irrefutable evidence of an altered neurophysiological state before the remaining sceptics can be convinced.
The closing papers brought hypnotherapy sharply into perspective and there ended a day of intensive work and study which was made more pleasurable by the common ideal as exemplified in the objects of the Section of Medical & Dental Hypnosis, namely 'to extend the knowledge of the hypnotic state, to investigate further its neurophysiology and to promote interest in its clinical use'. In the words of the Section's President, Dr Peter Mellett, 'it was a very splendid meeting'.
